During the next three months, she was observed as an out-patient and her general condition gradually deteriorated, she became more breathless on exertion and she lost weight. The small red, tender skin lesions in both hands ?ccurred frequently and she noticed a constricting pain in the right arm and
lasting for five or six days.
In July 1951 she noticed for the first time that she had become more easily tired and breathless on exertion, and while climbing a hill she was suddenly struck with an almost complete paraplegia, associated with severe pain in the knees, calves and feet and the appearance of a red mottled rash on both legs.
After four days she was once again able to walk, but walking caused a constricting pain in both legs, and ankle swelling. With six weeks' rest, she completely recovered apart from a little residual dyspnoea on exertion. This, however, was not sufficient to prevent her resuming strenuous activities.
The transient pains in the limbs and skin lesions persisted and in October 195I she was admitted to hospital for investigations. While in hospital she remained afebrile, had no symptoms whatsoever, and clinical examination, X-ray of the chest, plasma protein, capillary fragility, blood uric acid and full blood count were all normal. W.R. was negative and the agglutination reactions for typhoid, paratyphoid group and brucellosis were negative. The only Persistent abnormality was a raised B.S.R., varying from 33 to 40 mm./hr.
(Westergren). Vigorous exercise failed to produce limb pain or skin lesions, and she was discharged home.
During the next three months, she was observed as an out-patient and her general condition gradually deteriorated, she became more breathless on exertion and she lost weight. The small red, tender skin lesions in both hands ?ccurred frequently and she noticed a constricting pain in the right arm and some swelling of the fingers. These On examination the physical signs were unchanged. There was no evidence of congestive cardiac failure although occasional basal crepitations and scattered rhonchi were heard in the lungs. As before X-ray of the chest showed slight prominence of the left auricle with moderate hilar congestion. E.C.G. (13 leads) was normal. (Fig. 1) (Fig. 3) Angiocardiography has only been used in the diagnosis of one case so far but it should be employed in the investigation of all future cases
Where an auricular polyp is suspected and an adequate angiocardiograph will probably be of the greatest value.
As in many of these cases the differential diagnosis lies between mitral stenosis and left auricular polyp, exploratory thoracotomy (which in practised hands is now regarded as a relatively minor procedure) might be justifiable both to confirm the diagnosis and to relieve the condition whether it be by valvulotomy or by excision of a polyp.
